Background/Objective: To identify factors associated with underrepresentation of women in the largest medical specialties. Methods: The authors obtained specialty-specific data from the Association of American Medical Colleges, National Residency Match Program and Journal of the American Medical Association Graduate Medical Education Supplement from 2014 on the gender of trainees and faculty members, residency program director (PD)-rated importance of interview selection and rank list formation criteria, and characteristics of matched NRMP participants. They used linear regression to evaluate whether factors were associated with representation of female trainees in the 18 largest specialties that participated in the NRMP. They hypothesized that factors representing lower student exposure or higher research requirements would be associated with lower representation of women. Results: In 2014, representation of women as trainees ranged from 13.7% in Orthopedic Surgery to 82.5% in OB/Gyn. On multivariable analysis, the factors associated with specialties having lower percentages of female trainees were: not being part of the third year core (slope = 0.141, p = 0.002), having lower specialty mean step 1 scores (slope = 0.007, p = 0.017), and having lower percentages of female faculty members. For each 1% increase in female faculty, the percentage of female trainees increased by 1.45% (p < 0.001). Conclusions: Two exposure-related factors, percentage of female faculty members and being part of the third year core, were associated with underrepresentation of women as trainees. Future research could help examine whether these are causal associations. Medical schools and training specialties should investigate whether strategies to enhance mentorship and increase exposure to non-core specialties will increase the proportion of women in fields in which they are underrepresented.
Introduction
Women are underrepresented as physicians in many specialties [1] . Because emerging evidence shows that the quality of female physician-led patient care is as good, and sometimes better [2, 3] , than that of male physicians, the underrepresentation of women suggests that specialties are missing out on talent. However, studies examining representation of women in medicine primarily focus on individual specialties and trends in representation without identifying causes.
Multiple factors may contribute to specialty-specific underrepresentation of women. Some may relate to broader societal issues (gender discrimination [4] , work-life balance [5] [6] [7] , and specific ways in which women would like to make a difference, including the importance of long-term patient relationships [5, 8, 9] ). Others may involve the medical school and residency application process. Medical school and residency factors are important areas for intervention because they can likely be changed and standardized more easily than broader societal factors. They involve 1) exposure to [10] or 2) competitiveness of a specialty, with competitiveness being subcategorized as a) academic (grades and scores [11, 12] ) or b) research-related (publications, presentations and research masters/doctoral degrees) [13] . Factors that appear to be gender neutral may disproportionately affect women due to the influence of mentorship or other factors.
To investigate this issue further, we obtained data from the Association of American Medical Colleges (AAMC), American Medical Association (AMA), and National Residency Match Program (NRMP), on the gender of residents/fellows and medical school faculty, specialty-level data on characteristics of matched residency applicants, and specialty-specific program director-reported rankings of factors that influence residency applicant interview and rank process. We sought to investigate the relationships between representation of women in graduate medical education and a number of medical school and residency application factors that we organized into categories of academic competitiveness, research-related competitiveness and specialty exposure.
Methods
Data Sources and Measures. GME trainee data were obtained from the 2013-2014 JAMA Graduate Medical Education Supplement [14] . We included the 20 largest specialties. We obtained data on female faculty representation from 2013 data from the AAMC FAMOUS Database [15] , medical school factors from the 2014 National Resident Match Programs (NRMP) Charting Outcomes (CO) in the Match document [16] , and residency program selection factors from the NRMP 2014 Program Directors' (PD) Survey [17] . We excluded Ophthalmology and Urology due to lack of participation in the NRMP. Although we included Internal Medicine/ Pediatrics residency in the analysis, there was no designation for dual board certification in the faculty data.
Factor selection
We selected factors based on prior research and our de novo hypotheses about what might influence specialty gender representation, as shown in our conceptual model ( Figure 1 ). Academic factors were: 1) percent of matched applicants in Alpha Omega Alpha honor society (%AOA), 2) mean step 1 score of matched applicants, and 3) PD-rated importance of step 1 score.
Research-related factors were: 1) mean number of publications, presentations and abstracts of matched applicants, 2) percent of matched applicants with a PhD, and 3) PD-reported importance of demonstrated interest in an academic career. Exposure-related factors were: 1) CO total number of spots in the match (used as a surrogate for specialty size), 2) PD-rated audition rotation importance, and 3) being part of the third year core, a dichotomous variable defined as 1 if the specialty was any of the following: Internal Medicine, Obstetrics and Gynecology, Family Medicine, Psychiatry, Pediatrics, Surgery and Neurology [18] .
Statistical analysis
Individual-level data were not available. We therefore treated percentage of women per specialty as a continuous outcome variable, given that no specialty was comprised of <10% or >90% women. Medical school and residency factors were treated as continuous independent variables, except for part of the third year core, which was treated as a binary. We evaluated associations using linear regression models. We used the weighted least squares method to estimate the regression (e.g., slope) and correlation coefficients in order to take into account non-constant variance of the dependent variable (i.e., percentage of women) across different specialties, which is inversely proportional to the size of the specialty, ranging from 186 for Radiation Oncology to 6859 for Internal Medicine. We performed univariate regression first and included independent variables that had a p-value of < 0.1 in the multivariable regression. To explore whether a single specialty was driving certain association with female representation,
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Higher Academic Requirements we performed a sensitivity analysis excluding the specialties with the highest and lower percentages of women among those that had mean board scores in the top quartile: Dermatology (high percentage of women) and Orthopedic Surgery (low percentage of women). Statistical analyses were performed using Stata version 14. P-value<0.05 is considered statistically significant. This study falls under the *** Institutional Review Board classification of 'not regulated' due to the use of publicly available data sources and lack of individuallevel data.
Results Table 1 shows that characteristics of each specialty. The specialties with the lowest percentages of women were Orthopedic Surgery, Neurosurgery, Diagnostic Radiology, Radiation Oncology, and Otolaryngology.
On univariate analysis, there was a positive correlation between female trainees and female faculty (slope 1.402, p < 0.001) and inclusion in the third year core (slope 0.225, p = 0.01). There was a negative correlation for mean step 1 score of matched US graduates (slope −0.012, p = 0.028, Figure 2 ). There was no association between the percentage of female trainees and: %AOA, importance of step 1 score for interview selection, number of match spots, importance of away rotation, importance of interest in an academic career, and % with a PhD (Table 2) .
Multivariable regression revealed that for each 1% increase in women faculty, the percentage of female trainees increased by 1.45% (95% CI: 1.14-1.76, p < 0.001). Inclusion in the third year core remained significantly associated (slope 0.141, 95% CI: 0.06-0.22, p = 0.002) ( Table 2 ). The slope for mean step 1 score changed from negative to positive, indicating that for each one-point increase in step 1 score, the percentage of female trainees increased by 0.007% (slope 0.007, 95% CI: 0.001, 0.012, p = 0.017). Mean Step 1 score and PD-rated step 1 score importance were highly collinear (correlation of 0.63), so the latter was dropped from the model. Mean characteristics of specialties based on whether they were or were not part of the third year core were as follows: % female trainees: 52.9% v. 33.6%, % female faculty: 44.1% v. 32.9%, mean numbers of publications, presentations, and abstracts: 3.5 v. 5.1, % with PhD, 3.3% v. 4.6%, step 1 score: 227 v 236 and % AOA: 22% v 25% (Table 3) . Excluding Dermatology or Orthopedic surgery did not change the significance of trends described above.
Discussion
Our study revealed that female trainee representation is positively associated with three factors: the specialty having a higher percentage of female faculty, higher mean board scores and being part of the third year core. Many of the factors that we hypothesized would be associated with gender representation were not, including metrics related to research productivity and away rotations. These trends were not driven by a single specialty. Our study design cannot confirm that each of these factors has causal relationships, but our findings provide support for future qualitative and quantitative work that may lead to the development of interventions to address specialty-specific underrepresentation of women.
Female faculty representation
The correlation between female faculty and female trainee representation could simply reflect the fact that the underrepresentation of women in specific fields has persisted over time. However, previous research supports the notion that female trainees place importance on the presence of female residents [19] , faculty [19, 20] and role models [21] , suggesting that female faculty underrepresentation may dissuade women from entering fields. This has been shown in Interventional Radiology [22] . The magnitude of the impact of gender diversity of specialty or program selection is less clear. Some studies show positive correlations (faculty [23] , residents [24, 25] ), and others, no effect (chair [24, 25] , program director [25] ).
Although increasing access to female mentorship is important, the importance of gender-concordance decreases when female mentees are able to develop personal connections with their mentors [26] . Therefore, emphasis should be also placed on understanding which features of gender-concordant mentoring relationships can be applied by male mentors. This can improve experiences for female trainees and ensure that mentoring responsibilities do not exclusively fall on women [27] .
Mandatory third year core rotation
Being part of the third year core predicts whether specialties are less than 40% women, with the exceptions being General Surgery (part of the core and 37.5% women) and Dermatology and Pathology (not part of the core and 64% and 54% women, respectively). Although underrepresentation of female faculty could contribute to female underrepresentation in non-core specialties, the association remained significant on multivariable analysis when accounting for female faculty representation. This suggests that women are affected by the lack of exposure to noncore fields in ways that men are not, even when accounting for the presence (or absence) of female faculty in these fields. The fact that specialty size was not correlated to trainee gender diversity suggests that it is not simply about how many physicians of a given specialty are present in society, but more closely related to whether students have mandatory exposure to those physicians. Non-core fields were associated with higher applicant research productivity (Table 3) , which is intrinsically tied to mentorship. Prior studies have consistently revealed gender-based discrimination in the pursuit of mentorship generally [28] and trainee research positions specifically [29] . Furthermore, female faculty have smaller publication networks, which affects academic rank [30] . The underlying causes of these publication network disparities might also affect female trainees at earlier points in their careers. If residency programs plan to continue to place strong emphasis on the number of publications and presentations, they should have an investment in mentorship at earlier stages, including pipeline programs [31] [32] [33] that involving structured shadowing and research opportunities.
Many medical schools are compressing their basic science curricula, allowing earlier clinical exposure and increased elective time. Schools should consider our findings and ensure broader specialty exposure for all students. Some curricula allow students to differentiate early based on their interests. These pathways may be ideal for students who have had already had adequate exposure to different areas, but could exacerbate gender disparities if women are informally expected to choose fields earlier on without exposure to small specialties and the few female role models that might exist within them. Additionally, non-core specialties appear to place greater emphasis on away rotations, which could allow for increased introduction of gender bias.
Mean USMLE step 1 score
The third and final correlation noted between female representation in graduate medical education and mean step 1 scores was an interesting one. On univariate analysis, there was a negative association between representation of women and mean step 1 score, but this trend reversed on multivariable analysis, indicating that higher mean step 1 score was associated with increased representation of female trainees when controlling for the effects of female faculty representation and being part of the third year core. Though statistically significant, the magnitude of this finding was very small, and the overall significance is unclear. Male medical students have been shown to have slightly higher mean step 1 scores than women [12] , but this finding does not hold for step 2, where women outperform men [11] . Understanding how mean step 1 scores of a specialty influence gender diversity is complex, because one must consider not only differences in the distribution of scores between men and women, but also whether 1) one gender is disproportionately deterred from applying to specialties having high mean step 1 scores and 2) program directors place equal emphasis on scores for both men and women. Further research that explores these issues is needed, as data are mixed regarding the utility of USMLE Step 1 and 2 scores in predicting success in training and practice [34] [35] [36] [37] . Future studies should examine whether scores are predictive of residency performance once candidates surpass certain thresholds.
A number of factors that we hypothesized would be associated with specialty-specific gender representation were not, including metrics related to away rotations and research productivity. It is important to note that our study design does not exclude the possibility that these factors contribute to gender representation, either in the way that they affect medical students' specialty selection choices or residency program directors interview and ranking process. The data collected by the NRMP may not sufficiently capture the nuances of student and program director decision-making. For example, differences in research productivity may contribute to gender inequity, but they could be driven by publication in high impact journals or in numbers of papers specifically, as opposed to the composite measure of the mean number of publications, presentations, and abstracts that is measured in Charting Outcomes.
Survey and qualitative work may help yield better insight into the ways in which different selection criteria are used by students and residency programs. Strengths of our study include the use of national data on the largest medical specialties, increasing generalizability. Limitations of our study include the lack of individuallevel data, which was not released due to confidentiality concerns, as well as the omission of fields that do not participate in the National Residency Match Program. Additionally, we did not use medical school level data, and as such we were unable to capture curricular variability across schools, given that some schools do mandate early exposure to certain fields that we designated as non-core.
Conclusion
Not being part of the third year core, having lower percentages of female faculty, and having lower mean board scores are independently associated with specialties having lower percentages of female trainees. Future research should focus on determining whether these factors are causal and opposed to simply correlated. If these factors do indeed contribute to the underrepresentation of women, enhancing specialty-specific exposure and mentorship may be viable improvement strategies. These strategies likely need not be gender exclusive but should designed with inclusion of both female trainees and faculty in mind.
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